Wisconsin Medicaid Provider Handbook, Part P, Division Il 2P5-005
Issued: 01/97
Appendix 1a
National HCFA 1500 Claim Form Sample
@ (Rehabilitation Agency) B
APPROVED OMB-0638-0008

L] pea HEALTH INSURANCE CLAIM FORM PcA

1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER] 1. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
(occors ) [ Mbcicad ) [~ (Spormars ssm) [7] VAFie oy [] s o™ ‘D"‘("s#wmmm 1234567890
3. PATIENT'S Bl TE

2 PATIENT'S NAME (Last Name, First Neme, Muddie inal)
Recipient, Im A.

SEX

el

MM , DD, YY
MMLDD YV M

4. NSURED'S NAME (Last Nama, First Name, Middie initial)

5. PATIENT'S ADDRESS (No.. Street)

6. PATIENT RELATIONSHIP TO D

7. NSURED'S ADORESS (No., Sirset)

[Jves [

b. OTHER INSURED S DATE OF BIRTH
W, 00 Y
W)

SEX

1

b. AUTO ACCIDENT? PLACE (Stase)
(Jves  [Ow
¢ OTHER ACCIDENT?

.-.__.__l————-
¢. EMPLOYER'S NAME OR SCHOOL NAME

[Oyes Owe

609 Willow sen [] spouse[ ] cria["] omed ]
Ty STATE | 8. PATIENT STATUS (=124 STATE
Anytown WI singe[ | Mameo ] omer ]
P CODE TELEPHONE (include Ares Code) 2P CODE TELEPHONE (INCLUDE AREA CODE)
Empioyed — Ful-Time — Part-Tim
55555 KXX) XXX-XXXX i m by ( )
9. OTHER INSURED'S NAME (Last Name, First Name, MG ineeh 10. 1S PATIENT'S CONOITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER
OI-P M-7.
a OTHER INSURED'S POLICY DR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a mE&S DATEDW B‘Y“YT“ SEX
] i

Lo MO F0

b. EMPLOYER'S NAME OR SCHOOL NAME

C. INSURANCE PLAN NAME OR PROGRAM NAME

@. INSURANCE PLAN NAME OR PROGRAM NAME

READ BACK OF FONM BEFORE COMPLETING & SIGNING THIS PORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the retsase of any medical or other informaetion Y
10 process Hus claim. ( ais0 request Payment of governmant benaits elther 10 Myset of 10 the perty who acCept assk

10d. RESERVED FOR LOCAL USE

o 15 THERE ANOTHER HEALTH BENEFTT PLAN?
[(CJves [T n0  wyse. ronm 10 and compise item 9 00,

PATIENT AND INSURED INFORMATION ——————|<¢— CARRIER —>

13 INSURED’S OR. AUTHORIZED PERSON'S SIGNATUKE | authonze

1o the undersigned phrysician or supplier Jor

PRE

GIVE FIRSTDATE MM

below.
SIGNED e L DATE .. _ SIGNED  _ o R\ 4
74 DATE OF CURRENT: n.msssmm\pm)oa ) srmemmsmsmsonswn ALNESS. |16 DATES PATIENT UNABLE Towoakumnneurg«mamu A
INJURY {Accident) OR Do [+

qu \ N TO

17. NAME OF REFERRNG PHYSICIAN OR OTHER SOURCE
I.M. Referring MD

77215 NUMBER OF REFERAMG PHYSICIAN
B12345

18, FIOSPITALIZATION DATES RELATED TO CURRENT ! ERVIGES
MM DD VY WMo, DD, Y
FROM : I

19. RESERVED FOR LOCAL USE

TO ] 1
20. OUTSIDE LAR?

Ores [Jwo |

21. DIAGNOSIS Oft NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO (TEM 24€ BY LINE) j

$ CHARGES
22. MEDICAID RESUBMISSION

COOE CRIGINAL AEF. NO.

- 433.9. — I — 23, PAIOR AUTHORIZATION NUMBER
24370 _ ol . 1234567
24. A 8 [ [+] E F oAGvs H I J K
Piace | Type |PROCEDURES, SERVICES, OR SUPPLIES :
MM F,;?E(SJVO‘S::VICE; ¥ |Som - cwgcw?cg T MOEER = SCMARGES | 0fts| Tpuan | EMG | COB m::g“vsssema
02; 03 .95 | 06! 0895 97116 |PT ; 1 xx'xx | 8.0
02,23 95 ; 97110 |PT| 2 XX XX | 1.0
02 01 95 ' ! 97265 IPT! 1 X)q XX 2.0
5 ' L ;
5 L | ¢ i
| ' i Recipient
s ; ! : H Bpenddown
25. FEDERAL TAX i.0. NUMBER SSN EN ' 26. PATIENT'S ACCOUNT NO. 27. egqﬁ.osfdk.ss"{-@sﬂ.ENw 28. TOTAL CHARGE 29. AMOQUNT PAID n;:‘LANC‘; DUE
o ! ves [} no $ XXX XX |3 xxxx | XX.XX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 cortity that the sialements on the reverss
apply 10 this bI and are made & part thereof.)

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (¥ other than home or oftice)

I.M. Nursing Home
506 Willow

33. PHYSICIAN'S. SUPPLIER'S BILLING NAME, ADDRESS. ZiP CODE
& PHONE #

I.M. Billing
1 W. Williams

I.M. Provider MM/DD/YY
S1amED _ oure Anytown, W1 55555 P'mAnytown, Wi SSS?gRP’ 87654300

(APFROVED BY AMA COUNCIL Ol MEDICAL SERVICE B8}

FLEASE PRINT OR TYPE

—
FORM HCFA-1500 (12-90)
FORM OWCP-1500 FORM RRAB-1500

<4————————— PHYSICIAN OR SUPPLIER INFORMATION


DHFS
This Appendix has been substituted for Attachment 1.


